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Introduction 
Malignant mesothelioma, first described in association with 
asbestos exposure by Wagner et al. in 1960 (l), is commonly 
listed as a cause of finger clubbing (2,3). It is possible that 
finger clubbing described in cases of mesothelioma is associ- 
ated with underlying asbestosis rather than with the pleural 
disease. Coutts et al. (4) found that 43% of men with 
asbestosis had finger clubbing, while Ehnes and Simpson (5) 
found an incidence of 9.5% in a retrospective casenote 
review of 327 cases of mesothelioma. We have investigated 
this further by comparing the incidence of finger clubbing 
in asbestos workers with mesothelioma and with benign 
pleural disease. 
TABLE 1. Incidence of finger clubbing in mesothelioma, 
pleural plaque and diffuse pleural fibrosis with or without 
plaque 
Mesothelioma Plaque DPF 
Finger clubbing present 23 66 18 
Finger clubbing absent 54 4x0 90 
Totals 77 546 108 
x2= 16.0, P<O,OOOl for finger clubbing in mesothelioma vs. 
benign pleural disease. 
Results 
Subjects and Methods 
The subjects were men who had documented asbestos 
exposure, mainly from the Devonport naval base, and who 
had asbestos-related pleural disease -malignant meso- 
thelioma, pleural plaque or diffuse pleural fibrosis (DPF) 
with or without plaque. The diagnosis of mesothelioma was 
supported with histological or cytological evidence. Benign 
pleural disease was diagnosed on a plain chest radiograph. 
No patient had bronchial carcinoma and we excluded men 
considered to have asbestosis. This diagnosis was consid- 
ered if there were bilateral basal lung crackles, abnormali- 
ties of the gas transfer coefficient or reticular nodular basal 
lung shadowing on the plain radiograph. The cases of 
mesothelioma were seen either clinically or for medicolegal 
reports while the cases of benign pleural disease consisted of 
men referred for medicolegal assessment. The mesothelio- 
mas were seen at all stages of the disease process. All were 
examined by one observer (C. McG.) who was not blind to 
the diagnosis and who considered finger clubbing to be 
present when there was abnormal fluctuation between the 
nail and its bed (3,6). 
We studied 731 men, of whom 77 had mesothelioma, 
108 DPF and 546 pleural plaque alone. Table 1 shows that 
finger clubbing (assessed as abnormal fluctuation of the nail 
bed) was detected in 30% of the mesotheliomas and 14% of 
the benign pleural disease (17% DPF and 12% plaque). 
There is a highly significant difference between the fre- 
quency of finger clubbing in mesothelioma compared with 
benign pleural disease k2= 16.0; P<O.OOOl), but there is no 
significant difference between the frequency of clubbing in 
DPF and in plaque. 
Discussion 
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Finger clubbing is a valuable physical sign in many clinical 
conditions but is subject to inter- and intraobserver vari- 
ation. We have eliminated interobserver variation, but 
accept that intraobserver error and bias may have occurred 
and that not all clinicians may accept that nail bed fluctua- 
tion is a reliable indicator of finger clubbing although it is 
well described as an early or subtle sign of the phenomenon 
(6). The use of nail bed fluctuation as evidence of finger 
clubbing presumably accounts for the relatively high inci- 
dence of positive findings in both the benign and the 
malignant pleural diseases. It is not possible to exclude the 
diagnosis of asbestosis without histology, but the exposure 
to asbestos seemed comparable in the two groups of men 
with benign and malignant disease. We therefore believe 
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that in this series of asbestos workers the significantly 
higher incidence of finger clubbing in those with malignant 
as opposed to benign pleural disease justifies the inclusion 
of malignant pleural mesothelioma as a cause of finger 
clubbing. The clinical value of this observation on its own is 
questionable, but clearly the presence of finger clubbing in 
an asbestos worker with an abnormal chest X-ray should 
alert the clinician to the possibility of malignant meso- 
thelioma rather than the finger clubbing simply being 
ascribed to underlying asbestosis. 
Acknowledgement 
We are grateful to Dr Steve Shaw of the University of 
Plymouth for statistical advice. 
References 
1. 
2. 
3. 
4. 
5. 
6. 
Wagner JC, Sleggs CA, Marchand P. Diffuse pleural 
mesothelioma and asbestos exposure in the North West 
Cape Province. Br J Ind Med 1960; 17: 260-271. 
Hope RA, Longmore JM, Hodgetts TH, Ramrakha PS 
(eds). Oxford Handbook of Clinical Medicine. Oxford: 
Oxford University Press, 1993, p. 42. 
Kumar P, Clark M. Clinical Medicine, 3rd edition. 
London: Bailliere Tindall, 1994, p. 642. 
Coutts II, Gilson JC, Kirk IH, Parkes WR, Turner- 
Warwick M. Significance of finger clubbing in asbesto- 
sis. Thorax 1987; 42: 117-119. 
Elmes PC, Simpson MJC. The clinical aspects of meso- 
thelioma. Q J Med 1976; 179: 427449. 
Talley NJ, O’Connor S. Clinical Examination. Oxford: 
Blackwell Science, 1992, p. 30. 
